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Abstract

Background: Unintentional injuries are a growing global
public health problem that causes mortality, morbidity
and disability among children. These injuries are most
common among under-fives and form a significant burden
on healthcare systems, particularly in low and middle
income countries. Home environment is a key element in
injury prevention that should be investigated. In Palestine
there is a paucity of research in this area.

Objective: To investigate potential safety hazards within
homes and the mothers’ interventions to reduce potential
risks among their under-five years children in Ramallah
district.

Design: Qualitative, case study approach was used.

Setting: This case study research investigated three types
of residential setting (camp, rural and urban) in the
Ramallah District of Palestine.

Methods: Twelve mothers (four in each setting) were
purposively selected to participate in this study through
observing their home environments and asking them for
clarification around these observations. The derived data
were analyzed using the content analysis.

Results: The observations indicated similar high number
of hazards among the three settings. Some of these
hazards were related to the mothers’ actions, and others
were related to the structure of the homes and the
financial capability of families. Nevertheless, some
mothers were taking actions to reduce the risk of some
hazards. Some of these actions appeared to be effective,
whilst others appeared not to be effective.

© Copyright iMedPub | This article is available from: www.hsj.gr/archive.php

Conclusion: The study supports the usage of multiple
intervention strategies within a holistic approach to
prevent any future home injuries. It also suggests that the
three “Es” approaches might be helpful for preventing
home injuries among the families of the Ramallah District.
Home
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Introduction

Unintentional child injuries are a major global public health
problem and are one of the leading causes of mortality,
morbidity and disability in children [1,2]. These injuries place a
major burden on countries, particularly low income ones [1].
In some countries, including Palestine, a major segment of
unintentional injuries among children aged under five occur in
the home, where younger children spend most of their time
[3-6].

There is an association between home safety rating and
home injury incidents [7]. For example, a study in New Zealand
by Keall et al. [8] found that 38% of the injuries at home were
linked with structural aspects of the home environment. They
suggested that some repair work for the homes would be
expected to decrease potential injuries. Similarly, Kendrick et
al. [9] conducted a cohort study which found that hospital
admission rates were lower among families who used smoke
alarms, stored sharp objects in a safe place and had fitted a
stair gate. This also indicates that a safer home environment
might potentially contribute in decreasing the number of
unintentional child injuries.

Some high income countries have achieved considerable
success in child injury prevention [1,10]. There is a need to
learn from the experience of these countries, and identify
lessons that might be learned and applied to low income
countries.


http://www.imedpub.com/

In Palestine, unintentional injuries are one of the leading
causes of death among 1-4 year-old children [11]. In order to
reduce mortality and morbidity rates, it is important to
investigate the contexts of these injuries. Very few researchers
have used observations for investigating home injuries,
particularly in low income countries [12,13]. Attempts to
investigate it in Palestine have been limited to date. There has
been little research and most of it is quantitative, focused on
the specific practices of parents at home [14,15], which does
not illuminate the context of multiple causation in mishaps
and accidents.

In light of the absence of such data, this study aims to
identify potential safety hazards within selected homes in
Ramallah district, and mothers’ interventions to reduce the
risks of these hazards among their under five years old
children. Mothers were selected as they are the primary
caregivers for young children in Palestine.

Methods

Study design

This study is a part of a larger case study research project
that looks at parents living in three settings (camp, urban and
rural) within Ramallah District, as well as the surrounding
context, with the aim of understanding the prevention of
home injuries. A case study approach was selected due to the
need to understand specific families’ situations [16], in order
to illuminate core issues around the prevention of home
injuries in different settings, and aid in generating a
comprehensive  perspective  on  this  phenomenon.
Furthermore, the work and its findings could offer transferable
considerations for other settings which face similar contexts
and challenges.

In this study, observation was used to enhance
understanding of potential hazards at home and to investigate
safety principles adopted by families in response to these
sources of danger.

Setting

Ramallah District was purposively selected for this study, as
a central city and one of the four main populated areas located
in the West Bank of Palestine [11].

Participants

Eligible participants for this study were mothers who
attended the Central Immunization Clinic in Ramallah with the
following inclusive criteria: aged over 18 years old, with at
least one child under five years old. Mothers were recruited
via information sheets distributed by nurses who work in the
clinics.

Initially, 21 mothers volunteered to participate in the study,
however three subsequently withdrew. Twelve out of the
remaining 18 participants were purposively selected to include
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variation in their residency, number of children, parental level
of education, and economic status.

Measures

A standardized hazard assessment checklist was specifically
designed based on a validated tool developed for a high
income countries [17,18]. Changes were made to make it more
specific and relevant to the Palestinian context and to reduce
the length of time that the observations would take.

The tool was developed by the researcher (IA) and reviewed
by an expert in child health from Palestine and two experts in
child injury prevention research. Piloting was performed by
observing three homes of parents with at least one under-five
living in Ramallah District. Minor modifications were made
after piloting. The final checklist consisted of 20 items and
covered key potential injuries for the under-fives, including
falls, cuts, poisoning, burns and scalds.

Data collection and analysis

Observations took place in the participants’ homes, after
obtaining the participants permission. Each lasted for
approximately one hour and was performed by observing the
homes with the mothers and recording hazards onto the
standardized checklist. The mothers were asked about some of
the hazards to clarify if any actions were taken to minimize
risks to children. Observation field notes, researcher
reflections and the mothers’ self-reported clarifications were
added to each item within the observation checklist. Finally,
pictures were taken of specific aspects and a short description
of each home was written.

The total number of hazards within each home was
calculated, whereby each hazard item was counted once. For
example, hazards within the heating items were counted as
one hazard. The numbers and items of hazards were compared
in the three settings. The final narrative data were analyzed
using content analysis [19].

Ethical consideration

Approval was obtained from the Ethical Committee of the
Medical School in the University of Nottingham, and the
Palestinian Ministry of Health, thus written, informed consent
was obtained from participants with all appropriate ethical
observances expected of these institutions.

Results

Participant characteristics

The sample included 12 mothers (Table 1), 11 of whom lived
with their spouses. One rural family had only one parent at
home, as the husband was a prisoner of the occupying forces.
Three mothers in the refugee camps and two of the rural
mothers had education up to high school level, while all urban
residing mothers had an undergraduate degree. Eight fathers
had high school education, two had an undergraduate degree,
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and the remainder had postgraduate degree. Those with
postgraduate degree lived in the urban setting. The selected
sample represented some of the different educational levels of
the Palestinian population [20].

All fathers except the prisoner were employed, while only
five mothers were employed; including the four mothers in the
urban setting. In respect of economic status, it is notable that
all families in the urban setting earned more than 2,237 ILS
($500) each month, while only one family in each of the other
two settings reached this level. The percentage of participants
whose income was below the poverty line reflected the overall
rate in Palestine, which is 25.7% [20]. The characteristics for
the individuals for each setting were typical of individuals from
each setting (Table 1).

Table 1 The demographic characteristics of the participants.

Characteristic Category Camp Rural Urban | Total
Married 4 4 4 12
Divorced/
Marital status widowed 0 0 0 0
Number of One 0 1 0 1
parents in the
home Two 4 3 4 "
High school or
less 3 2 0 5
Mothers’ Undergraduate
education study 1 2 4 7
Postgraduate
study 0 0 0 0
High school or
less 3 3 2 8
Fathers’ Undergraduate
education study 1 1 0 2
Postgraduate
study 0 0 2 2
Employed 0 1 4 5
Mothers’
occupation Unemployed 4 3 0 7
Employed 4 3 4 "
Fathers’
occupation Unemployed 0 1 0 1
Less than 25 0 0 0 0
25-34 1 2 3 6
Mothers’ age
35-44 1 1 1 3
45 or more 2 1 0 3
Less than 25 0 0 0 0
25-34 0 1 3 4
Fathers’ age 35-44 ! 2 ! 4
45 or more 3 1 0 4
Less than $500 1 1 0 2
Salary
Around $500 2 2 0 4

© Copyright iMedPub
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More than $500 1 1 4 6
Owned 0 4 1 5
Accommodation
Rented 0 0 3 3
Camp 4 0 0 4
01-Feb 0 0 2 2
03-Apr 1 2 2 5
Number of 05-Jun 1 0 0 1
children
07-Aug 0 2 0 2
09-Oct 2 0 0 2
Number of 1 2 2 1 5
children aged
under five 2 2 2 3 7

Camp homes

The number of hazards observed in the camp setting ranged
from 10 to 13 per home. The hazards which appeared in the
four homes were related to the following items: cleaning
products, heating, electrical sockets, sharp objects, flooring
and glass. Figure 1 is an example of an electrical hazard.

Some observed hazards could be linked with the mothers’
practices such as placing sharp objects (for example, scissors
and knives) or glass utensils in a low drawer which could be
reached by the children and keeping the medications in the
refrigerator or in an unlocked lower drawer (Figure 1).

R

Figure 1 The electrical socket in the camp setting,
representing a potential risk of electric shock.

Some families placed the cleaning products in unlocked
cabinets under the kitchen sink. Moreover, some mothers kept
these products in different containers, which increased the
risk: one mother even kept pesticides under the kitchen sink in
a lemonade bottle. Additionally, all homes included a gas or an
electrical heater at a low height in the sitting room, and most
kept gas cylinders opened in the kitchen where they could be
reached by the children.

Some mothers minimized the risk of certain hazards for the
children. The mother of family 1 performed many actions to
decrease risks; for example, she ensured that the door of the
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balcony was kept locked and did not allow the children to play
there, because the balcony had a low wall without any
protective handrails. Also, because the kitchen was open to
the living room, she put furniture in the entrance of the
kitchen to restrict the children from accessing the kitchen
while she was cooking.

Some observed hazards were linked with the structure of
the home and the financial status of the family, such as having
stairs without any rails or doors, and having a balcony or
windows without any protective bars.

Rural homes

The number of hazards that were observed in the rural
settings ranged from 8 to 15 per home. Hazards which
appeared in the four homes related to the following items:
cooking utensils, heating, electrical appliances, and sharp
objects. Some of the mother’s behavior increased the
potential for home injury: these practices were similar to
those of the mothers in the camp setting, mentioned
previously.

Some of the mothers’ actions in the rural cases that aimed
to minimize the risk to children were insufficient. For example,
the mother in family 2 stored glass utensils in a low cabinet in
the kitchen without a lock, placing them in the inner side of
the cabinet and telling the children not to open this cabinet.
Such precautions would not completely remove the risk for
young children.

Some of the identified hazards could be related to the home
structure and the family’s financial status. These were similar
to the hazards identified in the camp setting. Additionally, two
of the families in this setting used a charcoal brazier (kanon) to
heat their homes (Figure 2).

Urban homes

The number of hazards that were observed in the homes of
the urban setting ranged from 9 to 11. The hazards which
appeared in the four homes were related to the hob, heating
and electrical sockets. Some of the identified hazards in the
urban families were linked with the mothers’ practices, similar
to those reported in the camp and rural settings.

Some of the mothers’ actions may have minimized the risk
of certain hazards for the children. For instance, three mothers
used ties to keep the doors of low height cabinets or drawers
“locked” and preventing easy access to hazards, such as glass
utensils and sharp objects. Another example of one mothers’
protective action was when she added adhesive tape to the
corner of the carpet, to reduce the risk of tripping.

Table 2 Hazards that were observed within the three settings.

2017

Vol.11 No.6:541

Health Science Journal

ISSN 1791-809X

Other hazards could be linked with the home structure and
the family financial status, similar to the camp and urban
setting, such as having a low height balcony without any
protective bars (Figure 3).

Figure 2 The heating devices in the rural

representing a potential risk of burns.

setting,

Figure 3: The balcony in the urban setting, representing a
potential risk of fall.

AN J

Comparing the three settings: The observations of the
homes indicated a similar high number of hazards among all
settings, as presented in Table 2. The hazards that appeared
for most of the families in the three settings were under the
following categories: heating (N:12), electrical socket (N:11),
sharp object (N:11), hob (N:10), and flooring (N:10). No water
storage hazards were observed in any of the settings. Baby
walker hazards also were not observed at the time of the
study, although some of the families reported having them in
the past (Table 2).

Potential hazards Camp homes

Rural homes

Urban homes Total

1 2 3 4 1

2 3 4 1 2 3 4

Stairs - - H - -

- H H - - - - 3

This article is available from: www.hsj.gr/archive.php



Health Science Journal

2017

ISSN 1791-809X Vol.11 No.6:541

Cooking utensils - H H - H H H H H - - H 8
Hob H H H - - H H H H H H H 10
Oven H H H - - - H - H H H - 7
Kettle or boiling water H H - H - H H H H H - H 9
Medicines H H - H - - H H H - - H 7
Cleaning products H H H H H - H H H - - H 9
Other household
chemical H - - - - - - - - - - - 1
Upstairs windows - - - H - - H - - H H - 4
Baby walker - - - - - - - - - - - - -
Heating H H H H H H H H H H H H 12
Balcony - - H H H - H - - H - - 5
Furniture - - H - H - - - H - - H 4
Electrical socket H H H H - H H H H H H H 1
Electrical appliances - H H - H H H H - - - H 7
Children’s toys H H - - H - - - - H H - 5
Sharp objects H H H H H H H H H H H - 1
Flooring H H H H H H H - H H H - 10
Glass H H H H - - H H - - H - 7
Water storage - - - - - - - - - - - - -
Total hazards 12 13 13 10 9 8 15 11 1 10 9 9
Discussion Some of the mothers’ practices reflected a potential lack of

The observations showed that the number of hazards in the
selected homes was similarly high in all three settings. These
hazards reflected a potential risk for different injuries (burns,
cuts, electric shock and falls) among the children. Heating
hazards were seen among all families in all settings, indicating
a particularly high risk for burn injuries among these homes.

This finding of high number of hazards is supported by a
previous systematic review conducted by Othman et al. [9] in
Eastern Mediterranean countries. The findings are also
consistent with previous studies conducted in Palestine, which
suggested that the number of home hazards might be high
[21,22].

The WHO report on child injury prevention recommended
the well-established E’s approach to injury prevention [1]. One
of the Es is environmental modification, which entails changing
the built environment of the home or equipment to prevent
injuries [23]. Many studies have shown that engineering
interventions can be successful methods for injury prevention
in regard to hazard reduction [24-26]. However, the
applicability of this intervention might be limited in the camp
setting, or in the rented houses in the urban setting where
families are not free to make improvements. It might also be
restricted by the families’ financial capacity to implement the
needed changes.

© Copyright iMedPub

awareness regarding injury prevention, which could be
another reason for the high number of hazards observed. This
highlighted the need for improving parents’ awareness around
these home hazards. Lack of awareness as a barrier in the area
of injury prevention was reported previously in other contexts
[27], and is consistent with Raanan et al. [4] in Palestine, which
revealed that 47% of the parents felt that they did not have
the required knowledge for preventing future injuries.
Educating the parents regarding the risks and causes of injuries
is another important strategy to support them [28].

The low economic status of the families appeared to be a
significant barrier in the area of injury prevention in Ramallah
District. There is evidence to show the link between poverty
and injuries in the literature [29]. For example, Alptekin et al.
[3] found that the highest rate of home injuries was among
low-income and unemployed families.

This is particularly relevant to Palestine, because 25.7% of
the population live in poverty [20]. Therefore, the economic
status should be considered by the policy makers and health
professionals in their attempt to prevent home injuries. One
option would be for them to provide financial support to the
parents for the purpose of installing safety equipment in their
homes.

The overall study findings suggest that health professionals,
particularly nurses, and other key stakeholders might have a
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key role in injury prevention in terms of educating families at
clinics or their homes, spotting hazards if they visit homes,
advocating improved home environments and changing and
enforcing regulations (e.g. building codes) around this topic.

Although education, environmental modification and
enforcement can be considered individually, there is growing
recognition that they are complementary and should be used
in combination [1,30]. Moreover, in the wider field of health
promotion, leading experts have for some time stressed the
importance of combined approaches [31].

Strengths and Limitations

Observations are generally considered a good way for
detecting home hazards rather than relying on self-reported
data [32]. This study used a standardized checklist that had
been piloted in Palestine to highlight home hazards.
Nevertheless, in relation to the observational evidence, it is
possible that the mothers changed certain aspects of the
home before the observations, as they were expecting the
home visits. Thus, it is possible that the results might be more
positive than the daily reality of the families, however this
would not change our conclusions.

Implications for Future Research

Although this study investigated home injuries in three
settings within Ramallah district, it would be worthwhile to
undertake research in other districts within Palestine.
Additionally, the data for this study were collected in the
winter, which might affect the results of the home
observations. Future researchers may want to investigate
home hazards in different seasons, and on a larger scale of
participants.

Conclusion

This study suggests that the numbers of hazards within the
observed rural, urban and camp homes was high. Influencing
factors included parent awareness, the structure of the homes
and economic status of the families. In order to support
parents in their injury prevention activities a combination of
approaches is recommended including  education,
enforcement and environmental modification.
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